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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF PDSSIBLE

THE DiVISION OF HEALTH OF MISSQUR)

STANDARD CERTIFICATE OF DEATH

99-015433

" . STYATE Fi LzNU """"""""""
hLEu MAY 14 1gssegistmrion District No, Primory Registration District Mo ... ... . .. Registra 0. AT IP
' i
. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. |f institution: Residengh before
COUNTY o. STATE Mo, b. COUNTY admiption)
CgRY {If autside corporate limits, give TOWNSHIP only) Inside Limits <. C|TY Inzide Limirs
own  St. Louis Yes [ Ne (] Tom St. Louis Yes[X Ne[]
¢. FULL NAME OF (If NOT in hospital, give location) | Lengrh of siay ing d. (If outside, give location) Reside on Farm
HOSPITAL OR ADDR ESS Ma o
9 _wstmution  Chronic Hosp. yrs. Ho. 819 Market § Yes (] N3k
3. (NTAME OF DE;:EASED First Middle Last 4. DATE Menth Day Year
ype or print - . OF
Chester - Maynard Mills DEATH L=-27-59
5. SEX 6. COLCR OR RACE 7'MARRIEDD NEVER MARRIED[; 8. DATE OF BIRTH 9. AGE s'ﬂ';;nr; ::J"P:EER;:;EAR lSnUNDER 24M‘HRS
Ir a : ] ) Jrs in.
male o white & WIDOWED[ ] otvorceo[ ] May 18,1875 63 g l
100, USUAL OCCUPATICN [Give kind of work done | 10b. KIND OF BUSINESS OR 11- BIRTHPLACE (City and state or country) 12. CITIZEN QF WHAT COUNTRY?
during st of working lifa, even if ratired) INDUSTRY 3 &
Carpenter Bismarck,Mo U.S,

13a. FATHER'S NAME

John A.ALLEN

13b. MOTHER'S MAIDEN NAME

Martha MAYNARD

14. NAME OF HUSBAND OR WIFE

None

15. WAS DECEASED EYER IN U, 5. ARMED FORCES?
{Yes, ar unknown)| {l{ yes, give wor or dotes of sorvics)
Ko

16. SQCIAL SECURITY NO.

None

17.

Mrs.Henrietta Reid, Leadwood,Mo.

INFORMANT

Address

PART |. DEA

which gove rise

IMMEDIATE CAUSE (o}

Canditions, if any,

obove couse (o),

18. CAUSE OF DEATH (Enter only one cause per line for (o), (b), ond {¢}.)

TH WAS CAUSED BY:

pug 1o (b)) {9

to

!

INTERVAL BETWEEN
N TH

"~

-:3—1-—;.9 .

stating the under- !
z lying “cause lags. ! _DUE TO {c) @dz& OEAZAMY_@M_ e S efap -
= PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nor related 1o the terminagl disecse condition given in PART | {a) 19. S AUTOPSY
by ’ . - ERFORMED?
i — S - YES[] NO [Z/;:__'
= 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in P I or PART Il of item 1B.)
w
u
2 HZp- 0
U] 20c. TIME OF Hour Month, Doy, Year
a INJURY a.m.
X p.m.

20d. INJURY OCCURRED #0e. PLACE OF INJURY {e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE ATD NOT WHILE . farm, factory, street, otfice bidg., etc.)

WORK AT WORK -

21. 1 attended the deceased from 8-11- 53 . to l"'- 7: 59 ond last sowt alive on l"-d /-by

Death occurred at . 00 _D. m. m on the date stotod above; and to the best of my knowledge, from the causes stated.

220. SIGNATURE

URIAL, CREMATION,

egree or title)

23b. DATE

ly~30=-59

22b. ADDRESS

L7

23c. NAME OF CEMETERY OR CREMATORY

Woodlawn Cemetery

22¢. QATE SIGNED

2 8/5%

23d. LOCATIONF(CH,, town, of county)

{Srare)

24. FUNERAL DIRECTOR

Albert H, Hoppe 4700 Washington, Blvd,

ADDRESS

oo 8 g




TAT

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalm

by Mme, Of BY ..o rans v eeevearetarereabaebiasaneatsatentnn ., Student Embalmer No. .................

working under my personal supervision.

<SRNt e
Signature of Student Embalmer

=
Licensed Embalmer No‘:‘??[f
.P. 0. Addresséé%.. A M#um?

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failu
to comply with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this: body is not émbalmed, fact should be so stated above.
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